lupoid infiltration which had changed epiglottis and aryepiglottic folds into sausagelike swellings, partly concealing cords. On the centre of left ventricular band, whitish, indolent ulceration (see fig.) General health good despite limited activity entailed by laryngeal stenosis. Diagnosis: lupoid tuberculosis. June 11, 1923, low tracheotomy, local ansesthetic (W. H.) . The prompt result was striking. Within a month voice improved, good glottic space, but the conditions, though subsiding, were as recorded. Six months later 14 lb. heavier than when first seen; had resumed golf; no dysphagia; voice nearly clear. Tracheotomy tube abandoned on April 15, 1924, worn for ten months.
Lupoid tuberculosis producing stenosis of larynx and r-equiring tracheotomy. Cuire.
(Drawn by Dr. P Watson-Williams from a sketch by Sir StClair Thomson.)
To-day voice good, respiration free, epiglottis returned to well-defined outline, but trifle of fibroid thickening on left side. Cords are white, broad, clean. A little general thickening of both arytenoids and ary-epiglottic folds-doubtless fibroid.
Smokes, plays golf, enjoys excellent health.
DISCUSSION.
Dr. JOBsON HORNE said he took exception to the entitlement, " Case illustrating the advantage of Tracheotomy as a Curative Measure for Tuberculosis of the Larynx," on the groundl that there was no evidence of tuberculosis. Given an erro'r in diagnosis, it was possible, he said, to cure anything. The larynx that day did not present any clinical appearance of past tuberculosis that had healed. Sir StClair Thomson himself had regarded the appearances before tracheotomy as " typical of lupoid tuberculosis." The use of the term was evidence of uncertainty and it shook the diagnosis of tuberculosis. Moreover, the notes stated that no evidence of pulmonary tuberculosis could be found. With the disease in the larynx so extensive as had been described, if it had been due to tuberculosis one would have expected to have found some evidence of, the disease in the lungs. On the other hand, there was a definite history of syphilis. Dr. Homne said he had no intention of opening up a discussion on the .relationship of lupus to syphilis and tuberculosis, but he would remind them that in lupus t-here was a tendency through atrophy and otherwise for the larynx to recover itself apart from treatment;. moreover, in syphilis as well as in lupus, tracheotomy, by placing the larynx at rest, helped to bring about a cure by Nature.
For the reasons stated, he considered the claim for tracheotomy as a curative measure for tuberculosis of the larynx had not been made out. He was prepared to say that in quite a small number of cases of tuberculosis of the larynx tracheotomy might be necessary to overcome obstruction and stenosis, but not as a curative measure. Speaking generally, in typical tuberculosis of the larynx, in which syphilis was not a factor, once the tracheotomy tube was in the end was not far distant.
Sir JAMES DUNDAS-GRANT asked what was the degree of stridor in the case. If there was stridor during phonation, there was probably some obstruction below the vocal cords, and he thought that a strong indication for tracheotomy; probably Members who saw the condition would have done it at once. Obviously the lungs were not affected to any considerable degree. The result, he considered, was brilliant.
As Dr. Jobson Horne said, there was the question of diagnosis, and he (the speaker) did not think Members were in a position to judge now as to whether the infiltration was tuberculous or syphilitic. He had seen cases of lupus of the larynx tracheotomized with great advantage, the patients living many years afterwards. He had been obliged to do tracheotomy in a case of tuberculosis of the larynx in which the vocal cords were fixed in such a position that there was inspiratory stridor. Soon after the operation the cords became mobile, but there was extensive disease of the lung, and the man ultimately died, though of asphyxia.
Sir WILLIAM MILLIGAN congratulated both the patient and his surgeons on the resull. But was the condition tuberculosis ? Was it not possibly a parasyphilitic condition ? There was the history of infection of the finger with lues, and a negative Wassermann did not prove it was not specific.
The profession had been educated in too slavish a manner in the idea that tracheotomy should not be done for tuberculosis; he believed that to be a mistake; there were cases in which it was required, not only to relieve obstruction, but to secure physiological rest to the larynx. Dr. Jobson Horne said that if tracheotomy was carried out in a tuberculous patient. he seldom lived long afterwards, but he (the speaker) recalled a bad case of tuberculosis of the larynx in which the patient lived nine years after tracheotomy. The late Dr. Dreschfeld said that the nearer tuberculosis was to the surface of the body, the more dangerous it was. The man to whom he was referring had very limited tuberculosis at the base of one lung but his larynx was severely involved and the introduction of a tracheotomy tube gave great relief. The tube was removed a year later, and the patient lived eight more years. He (Sir William) had never since then worked slavishly on the idea that tracheotomy was to be avoided in tuberculosis of the larynx. The point deserved to be fully ventilated. He admitted the operatiorn was most inadvisable when there was very active disease in the lung, as it acted as an irritant, and the coughing and discomfort were inuch increased.
AMr. J. R. L. (the patient) said he felt convinced that if tracheotomy had not been done he would not now have been alive. The stridor he suffered was very severe. Three or four days after it was done he ate well, and had no dvsphagia nor stridor. He received instructions in regard to certain matters, and he carried them out. Silence was hard to observe, but he communicated his wishes and thoughts only in writing, even when playing golf, which he did twice a week. He had had his thumb infected in practice twenty-four years ago, and he was under Sir Jonathan Hutchinson and Mr. Jacobson. All he had was a hard sore and an enlarged supracondylar gland, and a sore throat. He took miercury for two and a half years, and Colonel Harrison gave him injections. He was an old athlete, and had led a very healthy life.
Sir STCLAIR THOMSON (in reply) said he was not recommending this Drocedure as a panacea. In his experience, tracheotomy was only indicated in about one case out of 200 of laryngeal tuberculosis. If it seemed suitable in certain cases, its advisability should be carefully considered. On the left ventricular band there was a grey ulcer, and a shallow ulcer on the laryngeal surface of the left ary-epiglottic fold. Clinically, the appearances were almost typical of tubercle (see fig.) . Tubercle was of all degrees, from lupus to so-called "galloping consumption"; some patients were dead in three weeks, others who had had tuberculosis of the larynx had lived twelve and fifteen years. The present case was brought forward because of the case Sir James Dundas-Grant showed at the last meeting, which he (the speaker) regarded as tubercle.' He (Sir StClair) said there was stridor, but there were no physical signs in the lung, nor a temperature, nor bacilli in the sputum. He strongly recommended a trial of tracheotomy in that case. The stridor on talking to which he (Sir StClair) referred was that which occurred when there was a little extra exertion. Stridor on talking was an indication for tracheotomy, as also was stridor occurring in sleep. There still existed the old prejudice against tracheotomy qua tracheotomy. He agreed there was very little call for it in tubercle. It was recommended forty years ago by Moritz Schmidt, before sanatoriums were established, and before the silence treatment was instituted. Now, silence produced nearly all that was formerly achieved by other means. But when there was stridor, tracheotomy should be done.
Microscopical Section of Laryngeal Tumour, from a young child.
By HERBERT TILLEY, F.R.C.S. B., AGED 3, male.
History.-C rowing inspiration at night two to three months, during day for past fortnight. No distress on exertion. October 29: direct endoscopy showed a pendulous growth on the upper and inner aspect of the right arytenoid. Removed by Paterson's forceps. Immediate disappearance of symptoms.
Examination.-Naked eye: translucent in appearance like small nasal polypus.
icroscopiccal Report (by H. G. BUTTERFIELD, MI.D.):'
"The material received for examination consisted of two portions of tissue, the larger of which measured approximately 9 mm. in length and was roughly fusiform in shape; the general resemblance to the naked eye was that of a rather firm fibrous nasal polyp. Both pieces were imbedded in paraffin, and sections cut longitudinally (see fig. 1 ). The outer covering of the growth is an even layer of stratified squamous epithelium showing no papillie and no signs of either proliferation or ulceration. The only break in its continuity was caused by the manipulation necessary for its removal. The main mass of the tumour is composed of a reticulum of fine fibrous tissue. Among this are seen numerous thin-walled
